SUMMARY A 49 year old man is described with a polyarticular arthritis. Synovial fluid aspirated from the knee joint showed monosodium urate monohydrate and calcium pyrophosphate dihydrate by polarised light microscopy. Additionally, diphosphonate binding and scanning electron microscopy with energy dispersive analysis showed that basic calcium phosphate crystals were also present. This appears to be the first report of three crystals occurring simultaneously in a single joint. both elbows, and the right shoulder. The patient had received intra-articular corticosteroid injections into his knees in the past but did not know the number. Drug treatment included colchicine for acute attacks and intermittent use of allopurinol and indomethacin, determined in part by his ability to buy these drugs. His history was also remarkable for considerable alcohol intake of at least seven beers a day and a six month history of hypertension, which was not being treated.
SUMMARY A 49 year old man is described with a polyarticular arthritis. Synovial fluid aspirated from the knee joint showed monosodium urate monohydrate and calcium pyrophosphate dihydrate by polarised light microscopy. Additionally, diphosphonate binding and scanning electron microscopy with energy dispersive analysis showed that basic calcium phosphate crystals were also present. This appears to be the first report of three crystals occurring simultaneously in a single joint. Triple crystal disease in polyarticular arthritis 865 disease' to describe this phenomenon. The synovial leucocyte count was slightly raised. This was probably related to the MSU crystals as BCP crystals and low levels of CPPD crystals are not usually associated with synovial leucocyte increase.
Knee radiographs showed chondrocalcinosis, osteophyte formation, and subchondral bone cysts. The tibiotalar osteophytes, elbow flexion contractures, and degenerative changes in the hand suggest a generalised arthropathy.
Hyperuricaemia may have been related to chronic alcohol ingestion. Although the patient did have one raised serum calcium value, a repeat calcium was normal, and the parathyroid hormone level was not raised. Iron studies did not suggest haemochromatosis.
It is difficult to assign responsibility for the clinical picture observed to a single crystal when multiple crystals are present. The inflammatory potential of MSU and CPPD are well known. The pathogenetic significance of BCP crystals is less clear. Basic calcium phosphate crystals have been found in osteoarthritis and are related to the severity of joint degeneration.4 5 Recent reports suggest that BCP and CPPD crystals are more likely to occur together than either occur alone and that CPPD crystals tend to correlate with age, whereas BCP crystals appear to correlate with joint degeneration.5 6 Thus degeneration in joints, which has been associated with CPPD deposition, may actually be more closely associated with BCP deposition. 
